Western University

Scholarship@Western
University of Western Ontario Medical Journal

Digitized Special Collections

5-1977

UWOMJ Volume 47, Number 3, May 1977
Western University

Follow this and additional works at: https://ir.lib.uwo.ca/uwomj
Part of the Medicine and Health Sciences Commons
Recommended Citation
Western University, "UWOMJ Volume 47, Number 3, May 1977" (1977). University of Western Ontario Medical Journal. 193.
https://ir.lib.uwo.ca/uwomj/193

This Book is brought to you for free and open access by the Digitized Special Collections at Scholarship@Western. It has been accepted for inclusion in
University of Western Ontario Medical Journal by an authorized administrator of Scholarship@Western. For more information, please contact
tadam@uwo.ca, wlswadmin@uwo.ca.

May - Vol. 43, No. 3

The University of Western Ontario
JUL

6 977.

edical Journal

l

l

IT

I

I

(I
lur )pr

I

<p

tI

< hir > )T

I
.) d

t•
If

(

11rop

)

I

<tit
t

hi r o p r c t · c

l

t 1it ClJl r l

tt t

h · < pr

1·

l•n

1

DEAN Rus sELL LIMITED
Surgical Division
187 Hyman Street
Phone (51 9) 433-9268
West off Richmond St
Across from Mothers Pizza

HOME CARE NEEDS
Urinals- Incontinent Pants- Pelvic Traction Apparatus- Colostomy Supplies- Texas Catheters- Bedside
Bags - Incontinent Pads- Elastic Stockings, Knee, Wrist- Elbow and Ankle Braces - Body Belts- Back
Braces - Cervical Collars - Commodes - Everest & Jennings Wheel Chairs and Accessories - Crutches Canes- Walkers- Geriatric Chairs- Elevated Toilet Seats- Grab Bars- Bath Tub Rails- Bath Tub SeatsAir Cushions - Hospital Beds.
RENTAL DEPARTMENT
Wheelchairs - Walkers - Crutches - Baby Scales - Oxygen Equipment- Suction Machine - Hospital Beds.

We service what we sell
Feel free to come in and browse any time
Weekdays 8:30- 5:30
Saturday 9 - 12

Many people find our office to be a
reliable and accurate source of
travel information and reservations
298 Dundas St.,
London, Ontario
Canada

672-4110

Unlvenity
of
Westem
Ontario

Medical
I

Contents:
Editorial
Letter to the Editor

H. Chertkow
J. Colema n
D. McClure
J. Mulloy
M. Schrum

The Ullhenlty of W..._. Oldarlo
Mediad--... is published four times
a year by the Hippocratic Council of the
UWO Medical School Established in
19.30. Subscription rate 56.00 for four
issues. Please notify the Journal of any
changes of address promptly. AU
correspondence should be directed to
UWO Medical Journal , Health
Sciences Centre, U.W.O. London,
Ontario. Canada, N6A 5Cl. Advertising enquiries should be directed to Mr.
Don Chapman, Centralized Advertising Bureau. University Students'
Council, U.W.O. (519) 679-2487.
Contributed articles will be welcomed
by the editorial board. Content may
range from medical research to relevant
fiction. Photographs and drawinp will
be accepted. All articles submitted
should be typewritten and double
spaced.
The contents of this journal may not be
reproduced without the written permission of the editorial board.

Cover Drawing by Sharon Tsukamoto

2

Fourth Year Curriculum

Dr. J. Cdlim

3

Meds IV Curriculum

RA Mustard, (Meds ' 77)

3

Pathology Photoquiz

Michael Traster

4.

Chiropractic

Editorial Board:

Volume47, No.3
May1977
.

MJ.

5

sbkrum <MOOs '78>

Carpal Tunnel Syndrome: A Common
Easlly Diagnosed and Treatable
Condition am1es F. Bolton

9

Trephining Among the Indians of
Canada Paul P<Xter

11

Meds Weekend Jeffcaeman. Frank Rutledge. Anne Haggarty

12

The Complex Doctor • Patient
Relationship J00n T. aietm

14

What is Sex Therapy? JanES A silcox

16

About the Authors

18

Nostalgia • The Swing Era

Mxris P. wearing

19

Junior Internships
(1977 Graduates)

21

Upcoming Events

24

Editorial

This issue of the journal contains two
short articles on the fourth year curriculum
at this medical school.
Dr. J.A. Collins, the Assistant Dean of
Undergraduate Education gives some of
the reasons as to why the present format is
unsatisfactory from the Faculty's point of
view . Bob Mustard is a fourth year student
and gives us some insight into a few of the
problems from the students' viewpoint.
To get a better perspective of the
situation it would be useful to review an
article published in the March '76, issue of
the U.W.O . Medical Journal. The article
was compiled by Drs. J .A. Collins, B.
Barton, and B. Squires. They felt that there
were three primary objectives that could
be met with the curriculum that is
presently in force . The first of these was to
provide a large number of selectives from
which students could choose. This would
hopefully assist in making career choices.
Electives do fulfill a similar function , but
as was pointed out in the article, selectives
could be more closely evaluated than
electives. The selectives could subsequently be changed to more adequately meet t!le
needs of the students. The result would be a
system of Clinical Streaming.
The second major objective was to give
an additional exposure to family medicine
on top of the six week rotation in third year.
This was felt to be important in order to
give those entering directly into specialties
a better perspective of family practice,
which constitutes a large proportion of the
health care system .
Thirdly, a return to basic sciences was
proposed. Basic science Jays the foundations upon which clinical decisions are
made. It was hoped that this return to basic
sciences would refresh and emphasize
some of the more important aspects after a
year on the wards . In addition , it would help
to ready final year students for the Canada
Council examinations.
Another advantage included allowing
students to get a different view of medicine,
as seen from the out patient department,
emergency , or the office, as opposed to the
hospital-()riented clinical clerkship where
many clinical decisions have already been
made prior to admission . Time would also
be available to make up any failed courses.
As with any project of such a large
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magnitude, problems are bound to arise.
The curriculum has constantly been
undergoing modification. One of the more
disturbing aspects to those of us in third
year is the indecision as to what format the
fourth year will finally take. Our class was
presented with the proposed changes early
in February but we were told that nothing
would be finalized until all Departments
had a chance to examine the proposals. The
final word wouldn 't be out until the end of
March. Granted, that this is partially
understandable in that the problems only
really became evident in the late fall . It is
rather upsetting though that bureaucracy
has held up the works this long. Some have
already arranged fall electives in addition
to making travel arrangements. Added to
this is the possibility that some may be
frustrated in their attempts to shuffle about

their electives in order to fit what is at
present only a proposal.
As Dr. Collins points out the proposed
changes are simply a remodelling with the
basic philosophy of the curriculum still
intact. Bob Mustard points out the prpblem
seems to go deeper than this. There have
been problems with the content of the basic
sciences section. In addition, the experiences in some of the Selectives have been
far from satisfactory. Many have complained that they really had no well defined
role and in fact had less responsibilities
than a third year clerk.
It seems that while some improvements
are being made, this is only the beginning
and many more will have to be made before
the original objectives are met.
Doug McClure

Letter to the Editor
ir:
Stan Brown's paper on Artificial
Insemination in the last issue of the Journal
was informative, particularly in its outline
of the London program.
Artificial Insemination by Donor
(A.I.D.) is sometimes selected as an option
by couples at high risk to have a child with
an autosomal recessive or dominant
disease. When discussing donor selection a
number of genetical points need comment.
A detailed family history is, of course,
essential in order to rule out autosomal
dominant genes of high burden which could
exist in the donor's family . Pedigree
analysis will not necessarily rule out
"genetically transmissable diseases or
abnormalities" as stated, but will , if
carefully done, minimize the probability of
transmission of an autosomal dominant
gene or x-Jinked gene of high burden.
Transmission of·recessive genes will not
normally be detected by this technique.
In the paper there is the statement that
the ideal donor should be over the age of 35,
because, as the author states, most latent
hereditary conditions such as Huntington 's

Chorea would then have become manifest.
In a condition like Huntington's one does
not need to wait to 35 to exclude or use a
donor . In more than 95 per cent of Huntington's families a parent would have been
affected, or it will be apparent from the
pedigree analysis that this gene is present
in close relatives. On the contrary certain
contradictions to using donor semen from
men a s old as 35 are emerging and
accumulating from recent research on late
paternal age effect. Paternal age, per se,
has an enhancing effect on the mutation
rate, as now demonstrated in several
dominant disorders . In Achondroplasia ,
Apert's syndrome, Marfan's syndrome and
Myositis deformans the mutation rate for a
man of 40 is four times that of a man of 25.
Mutations occurring in gametogenesis will
not be detected by a history of prior events
in the family . In A.I.D. it would be safer
genetically to use semen of donors under 30.
Yours incerely,
H.C. Soltan, M.D., Pb.D.
Division or Medical Genetics
Department or Paediatrics

u.w.o.

Fourth Year Curriculum

In 1974, the plan for the Fourth Year of
the new curriculum was finalized and
included the following:

Return to Basic Science
Streaming
Opportunities for ambulatory experiences
Opportunities for elective experiences
Family Medicine
Opportunity for remedial time
During the fall session of the academic
term , which involved half of the class, two
problems were found . The first of these was
the noon-hour plit, which fragmented the
responsibilities of the students. The clinical
experiences in Medicine, Surgery and
other disciplines were less than optimal,
and the Basic Science experience was
frequently interfered with by clinical
responsibilities, leading to problems,
especially in the Themes. Secondly, the
great majority of students chose the
General Stream, thus making the administrative structure for handling Streaming

Meds IV Curriculum

In the new curriculum, fourth year
medicine has been divided into two equal
sections. For four months (either Sept. Dec. or Jan. -April) half the class is away
on elective and the other half the class is in
London . At Christmas the sections switch
places. In this article I shall briefly
describe how this scheme has worked out
for Meds 77 and I shall then outline the
changes proposed for Meds 78.
Students generally did their electives
outside London . There appeared to be no
difficulty in arranging electives and
students were dispersed to all parts of
Canada, the USA, England, Africa , the
Caribbean, and even Australia. It was not

John A. Collins

essentially unnecessary.
Since the December, 1976, meeting of
Council of the Faculty, the Third and
Fourth Year Teaching Committee and its
Basic Science Representatives have
discussed these problems. The solution
proposed to the Academic Policy Committee calls for an eight-week Block of Basic
Science, two weeks of which are taught by
Anatomy on Monday mornings throughout
the year. The proposal also eliminates the
administrative structure for Streaming,
while leaving opportunities for Streaming
by the Selective choices available <twelve
weeks) as well as the Electives (twelve
weeks ).
Noes entia I tenet of the phil ophy of the
Fourth Year ha been changed in this
proposal. On the one hand it is a
re- tructuring of the timetable, and on the
other band there is a reduction in the
administrative etup for the Streams.
Basic Science teachers will not be required
to repeat their courses, with the exception

of Anatomy, where there appears to be no
alternative to small-group teaching
throughout the academic year.
The foregoing proposal was developed by
the Basic and Clinical Science representatives of the Third and Fourth Year
Teaching Committee, and is now being
reviewed by Faculty at the request of the
Academic Policy Committee. The plan
preserves 12 weeks of elective time, and the
time tabling change would allow all
students to have consecutive elective time,
without intervening periods.
It is to be hoped that, if implemented, the
proposal will allow clinical departments to
further develop a unique experience for
fourth year students, in which their role
will be extended beyond that of the third
year clerks. This may occur in some
clinical services by increased out-patient
specialized teams. Hopefully in all
services, fourth year clerks will have more
responsibility than third year clerks.

R. A. Mustard, Meds '77
necessary to spend the elective period in
the same place. Some students arranged to
start their electives in, say, Aug. , to leave
time free later on for skiing or study.
During this elective four months, the
student was required to spend four weeks
with a family practitioner, also outside
London . These four weeks were usually
taken either at the beginning or at the end of
the four month period. Reports concerning
this month of family practice varied.
Although most students enjoyed it, some
GPs were clearly better teachers than
others, and of course some students were
more attuned to famil y practice than
others. The Dept. of Family Medicine

assigned students to general practitioners,
helped to arrange living accomodations ,
and reimbursed students for expenses. For
example, a student doing his family
practice stint in Kitchener lived in the
Kitchener-Waterloo Hospital residence
free of charge. The Dept. of Family
Practice later reimbursed $116 for travel ,
food, and beer expenses.
Thus the four month outside London were
well-received and thoroughly enjoyed by
most. Controversy exists, however, over
the four months spent back at the medical
school. The original philosophy behind this
period was ·back to basic sciences' now
that students have been motivated by a
Page 3

year on the wards. In practice, this has
failed . Many of the lectures offered the first
group of students (Sept. -Dec. 76) were so
inappropriate they had to be cancelled for
the second group. The second group
presently has one to two hours of lectures
each morning. Brief courses are offered in
anatomy, pathology, pharmacology, bacteriology and immunology, and biophysics.
Students are required to take two or three
of these courses. Anatomy, Bacteriology
and immunology and biophysics have
worked out well. Pathology lectures have
generally been only fair, and pharmacology do not offer coherent lecture series, but
rather 'selected topics', apparently chosen
and arranged at random . Following the
morning lecture, the class disperses to
various wards, clinics, doctors offices, etc.
What goes on during this period is pretty
well up to the student. Most are doing a
month each of the major rotations. The
problem here is that the students are seen
as superfluous. Unlike the clinical clerks
they have no role in the hospital, and have
become mainly observers - a frustrating
and boring existance after a year of action

Pathology Photoqulz

on the wards.
With these problems in mind, certain
changes have been proposed for Meets 78.
The current plan is to concentrate the basic
science lectures into a six week block which
would be presented to the entire class in
Dec. and Jan. This would leave students
free of commitments for their remaining
time in London. Presumably most would
spend time on various services for various
time periods, working as clerks. This would
certainly be an improvement on this year's
arrangements. However, at the time of
writing, these changes have not been
finalized.
Assuming that the 'new curriculum' is
here to stay, I believe that the optimal
arrangement for fourth year has yet to be
reached. Clearly the elective per:.xt and the
family practice month are well worth
while. It is also clear that the philosophy of
'back to basics' is sound. Two years is
simply not sufficient time to absorb the
scientific basis of medical practice. The
goal is to design four months of basic

sciences that are not a let down after a year
of clinical work. The problem is that the
faculty is already overburdened with
lecturing, and the quality of lecturing
leaves something to be desired. With these
problems in mind, perhaps further options
should be explored. For example,starting
clerkship in the middle of third year,
leaving the elective to the last half of fourth
year, and permitting an additional six
months of preparation for the clerkship.
This would certainly leave sufficient time
to prepare students in such neglected topics
as surgery, obstetrics and gynecology and
paediatrics. However, this would amount
to a return to the 'old curriculum' and an
abandonment of the conceptually and
scientifically pleasing 'systems approach '
to clinical sciences. Another possibility
would be a two year clerkship with very
long rotations. The major argument in
favor of this option is the well-accepted fact
that students learn more and faster when
working on wards then when subjected to
lectures.
Clearly the form of the new curriculum
has not yet been settled.

Michael Troster

Liver biopsy in young man with intermittent jaundice. Normal liver function tests. What is the diagnosis? What is the
pigment?
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Chiropractic

In recent years, there has been an
increased demand for medical services in
North America. This has meant higher
costs to various government agencies
involved in the payment for these services.
Various governments are faced with the
dilemma of lowering costs yet increasing
the availability of medical care to people
without jeopardizing its quality. Doctors
have not been able to meet all of the
people's medical needs resulting in other
health personnel being upgraded to cope
with this problem eg . nurses trained as
nurse practitioners. This trend has meant
an enhanced role for chiropractors in the
health care system. In 1973, some
chiropractic services were covered by
Medicare and Medicaid programmes in the
United States. A few years earlier
chiropractors had made similar gains in
the Ontario health plan. These inroads
were accomplished despite the heated
opposition of organized medicine in North
America. This article will try to explain the
basis of this conflict and the ability of
chiropractor to cope with controversy.
Chiropractic Theory

Since early times there bas been a
relentless search for the cause and suitable
treatment of disease. The spine has been
considered a potential source of illness on
various occasions by men such as
Hippocrates and Descartes.
The theory of chiropractic was originated by Daniel David Palmer in 1895. D.D.
Palmer managed a magnetic healing unit
in Davenport, Iowa. He was possessed with
the desire to answer the question " What is
the ultimate cause of disease? " On
September 18, 1895 be claimed to have
restored the bearing of a supposedly deaf
janitor by vertebral adjustment. Palmer
believed that he had relieved pressure on a
spinal nerve affecting hearing, unaware
that the auditory nerves are entirely in the
skull. A short time later, he apparently
cured a case of heart trouble by similar
te€hniques. From these experiences he
concluded that, if two dissimilar illnesses
came from impinged nerves then other
diseases could arise in the same way. A
local minister, Samuel H. Wood, coined the
term 'chiropractic' from the Greek words
CHEIR <hand) and PRAXIS (practice).
Palmer's theory states that most
ailments are caused by a subluxation, ie. a

Michael J. Shkrum (Meds '78)
misalignment of vertebrae. It can result
from any mechanical or functional
derangement of the spine, eg. gravitational
strain, developmental defects, etc. Subluxations cause impingement on nerves,
hampering their ability to express the
control of the body's " Innate Intelligence".
IT nerve transmission is impaired, body
functions are disrupted and illness results.
By manipulating the spine and re-aligning
vertebrae, normal function can be
restored.
The International Chiropractors Association or ICA (members approx. 4000)
adhere rigidly to Palmer's theory. The
"straights" restrict their diagnostic efforts
to the determination of structural changes
in the spine and treat solely by
manipulation. Some of them feel that
subluxations are the principal cause of
disease completely rejecting the germ
theory. The American Chiropractic Association or ACA (members approx. 8000)
and the Canadian Chiropractic Association
or CCA (members approx. several
thousand) are composed of "mixers" .
They favour a multifactorial cause of
disease; however they would reason that
illnesses arising from micro~rganisms
result from decreased resistance due to
subluxations. 'Mixers' employ not only
spinal manipulation but also other
therapeutic modalities -heat, light, water,
nutrition etc. This group is pressing for a
greater role as primary physicians.
Palmer's theory lacks scientific validity.
Modern chiropractic has undertaken little
research. It has been d~mphasized by
chiropractors who assert they have the
answers already based on historical
precedent and experience. What research
there is, has been hindered by small sample
sizes, diagnostic inaccuracy and unclear
criteria relating to patient improvement.
There is much scientific evidence against
spinal manipulation restoring normal life
processes. Modern science rejects the
assertion that manipulation directed at a
limited part of the neural system can
prevent or cure <Usease. Twenty-six pairs
of spinal nerves exiting from the mobile
segments of the spine are accessible to
manipulation. But, twelve pairs of cranial
nerves, five pairs of spinal nerves from the
sacrum, the spinal cord and the brain are
inaccessible. Therefore, the parasympathetic system and the nerves for vision,

hearing, taste and smell are inaccessible to
manipulation. Furthermore, there is no
evidence that minor off-centrings of
vertebrae impinge on spinal nerves. Even
if a spinal nerve is partly blocked, normal
nerve transmission speed is quickly
resumed. The nervous system does not
control all body mechanisms eg. the
intrinsic rhythm of the heart.
Chiropractic Education and Training

D.D. Palmer founded the first chiropractic school - the Palmer Infirmary and
Chiropractic Institute - in 1897 at
Davenport. B.J. Palmer, his son, soon
assumed administration of the school and
guided the development of chiropractic for
the next fifty years. Since 1895, about 500 to
600 schools have operated in North
America. The Palmer College of Chiropractic remains the world's largest and
trains one-third of all chiropractors. Some
of the present schools are non-professionally owned and attempt to generate a
profit. Others, such aE the Canadian
Memorial Chiropractic College in Toronto
or CMCC are professionally owned,
tax-exempt, and non-profit.
In a California study of chiropractic in
1960, 90 per cent of chiropractors were
male ; 97 per cent white ; and their median
age was 48. Almost one-half were not aware

of it as a career until the age of twenty,
much later than doctors, dentists, or
nurses. About 30 per cent had considered no
other occupation as a career choice and 19
per cent had wanted to be doctors. The
major reasons for choosing chiropractic
included - a personal or family esperience
with a chiropractor, particularly in cases of
medical failure; a belief that chiropractic
was a superior art; humanitarian reasons ;
influence of family or friends; anticipation
of social and financial success and a less
costly education.
Admission credentials in the past were
poor. In fact up until1945, a Chicago college
offered a mail~rder degree for $127.50.
Many of the students only had high school
diplomas and were usually in the bottom
half of their classes. In recent years,
chiropractic institutions have attempted to
upgrade the calibre of their new students.
Requirements now include at least a 'C'
average with an equivalent of two years of
college with accompanying courses in
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biology and chemistry. The January, 1975
enrollment at the Palmer College was
about 2700. Of these, 2100 had college
education (416 actually having degrees).
The remainder were high school graduates
who were in final year at the college. Of the
entrants to CMCC in 1975, one-half had
college degrees. The California study
showed that most college undergrads
enrolled in chiropractic courses had come
from pre-medicine, business, law, economics or the humanities. Those having
degrees came mainly from the humanities,
education or physical and biological
sciences.
A course in chiropractic must be at least
4000 hr extending over four school terms
not less than nine months each. The
teaching at CMCC covers more than 5000
hr. of instruction and is divided as follows :
Appendix 1 (CCA Oct. 72 ) Basic sciences
are stressed in the first two years and
clinical work in the final years. The latter
includes the application of chiropractic to
various specialties eg. pediatrics, obstetrics and gynecology and dermatology.
Criticism of chiropractic schools in the
past, was directed against the lack of
qualifications of instructors teaching basic
sciences ; poor faculty to student ratios and
the poor diagnostic training of students.
Poorly qualified teachers were assumed
incapable of initiating research. Their
instruction was too slavish in the textbook.
In 1968, a Health, Education, and Welfare
study showed a faculty-to-student ratio of
~- Diagnosis has become an integral
part of the curriculum but is still hampered
by a lack of inpatients and of access to
sophisticated diagnosic equipment eg. a
myelogram which could reveal a disc
herniation not visualized by X-ray. Despite
this deficiency and their lack of training in
therapeutics, chiropractors are confident
they can diagnose and treat many
ailments.
A chiropractic college graduate must
write a licensing exam, which is
standardized by the Canadian Chiropractic
Examining Board. He then must fulfill
provincial licensing requirements, in order
to practise.

ature of Chiropractic Practice
In America , various organizations exist
to help chiropractors establish and build
their practices. The oldest group is the
Palmer Chiropractic Research Foundation. Its subscribers are shown various
ways of attracting patients. One method
is chart displays. The chiropractic
research chart lists disorders and the
percentage success in treatment. A nerve'
chart shows a spine picture and diseases
caused by misalignments at each level.
Neither has scientific validity. Another
group -Clinic Masters -serves 12 per cent of
all American and Canadian chiropractors.
A member pays $10,000 and promises not to
divulge any information. He then learns
various income-building techniques. On the
basis of his later income, he can join
various Clinic Masters clubs. A member of
the Lexiathan club is the Purple and White
Medallion club. Its members make about
$31,000 per year.
As of July 1, 1971 an OHIP subscriber is
covered for $100 of chiropractic treatment
and $25 of X-rays per year. This means
twenty visits. There is, in addition, a fee to
be paid by the patient for each of these
visits. Any additional visits are to be paid in
full . In Canada, chiropractors are more
financially rewarded than general practioners. J . Marmer, an accountant, pointed
this out in a 1974 Medical Post article. From
April 1, 1972 to March 31, 1973, fulltime
general practitioners billed OHIP an
average of $46,000. Assuming an overhead
of 40 per cent then their net income was
$28,000. During this period, chiropractors
billed an average of $33,100. But because
their patients are billed an additional
minimum of 30 per cent, thier gross was
about $43,000. Assuming an overhead of 25
per cent, then their net was $32,000.
Most chiropractors are in solo practice.
Post-graduate seminars are offered in
various specialties eg. protology, radiology, orthopedics, G.l. disorders etc. This
training is limited by the lack of association
with hospitals or clinics. Chiropractors are
'free to advertise via circulars, radio,
newspaper, etc.

During the initial visit a chiropractor
performs a history and physical on his new
patient. Any diagnostic tests, deemed
necessary, are then done. These can
include routine blood work (eg. CBC> and
urinalysis. Chiropractors have also used
dubious devices. The neurocalometer is
designed to measure differences in
temperature on opposite sides of the spine.
A difference implies that nerves are being
pinched. The problem with this machine is
that the readings are influenced by the
technique used in holding a pair of
thermocouples against the body. Another
device is the radioionic machine used to
measure emitted body radiations. It is
incapable of measuring any form of
radiation. The major diagnostic apparatus
is the X-ray. X-tays can be taken of the
whole spine or of the area of concern. On the
basis of his examination and tests, the
chiropractor may refer to a physician or
initiate therapy himself. Major reasons for
referral are - surgical indications,
malignancy, V.D. and other infectuous
diseases, fractures , obstetrical and gynecological problems and heart disease.
However, a chiropractor may still dabble
in these areas. The prime treatment is
spinal manipulation. This is usually done
on regular visits to ensure that the " body
can regain its stability". This therapy is not
unique to chiropractic. Physicians and
physiotherapists use " mobilization" - a
slow or rythmic manipulation during which
a patient can voluntarily resist, particularly if in pain. Chiropractors use
"diagnostic thrust" - a sudden manipulation of variable force over which the patient
has no control. The result ia usually an
audible cllck in the manipulated joint.
Medical people disagree over the manipulative mechanism. A certain degree of
'joint play', not apparent on voluntary
movement, may be induced in restoring
joint mobility. Alternatively, fragments of
spinal disc pressing on adjacent tissue may
be positioned normally ; stretched muscles
could be relaxed or adhesions torn. The
chiropractor believes that subluxations are
corrected during manipulation. The benefits of adjustment are debatable. It may
treat tension headaches or back and neck

•·•·••·•·•········•········•··•·········•···································•··················•··················•·········•·••
APPENDIX I
(quoted from page 41, Calendar, 1972-3- Canadian Memorial Chiropractic College)

COURSE OF STUDY

The undergraduate program at CMCC is a course of over 5000
hours of instruction and clinic, divided into four academic years of
nine months each. A lecture hour is 50 minutes.
The course consists of:
Hours
Anatomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 720
Chemistry ........ . ...... . ............ . ... . .... 342
Chiropractic Principles . . . . . . . . . . . . . . . . . . . . . . . . 108
Physiology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 432
Microbiology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 216
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Pathology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 360
~opr~ctic Technique and Treatment . . . . . . . . .
630
Dtagnosts ...... .. ... . ... . ..... . ... _. . . . . . . . . . . 576
Psychology . . .. .. . . . .. .. .. . .. . .. .. . .. . .. .. .. . . . 162
Philosophy ............................. . .... :.
36
Clinic Management .. .. .. .. . . .. .. . .. . .. .. .. . . . . 306
X-ray . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 252
Clinical Clerkship . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 936
Total Hours . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,076
Course Numbering System :
Each course is assigned a three-digit number, e.g. 123.
(Continued on page 8)
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pain secondary to decreased joint mobility.

Other modes of therapy consist of massage,
braces, whirlpools, ultrasound, diathermy
and nutrition. Chiropractors cannot perform surgery or prescribe drugs.
Chiropractors claim ability in treating
many illnesses~ An ACA survey in 1963
showed that 85 per cent of chiropractors
treated musculoskeletal complaints most
frequently. These encompassed acute or
chronic back pain, whiplash, headaches,
neuralgia etc. In addition, numerous other
illnesses of questionable diagnosis, are
consider;ed treatable. Some examples hemorrhoids, hypertension, constipation,
dysmenorrhea, acne, appendicitis, tonsillitis, CHD, peptic ulcers, and enuresis.
There are many deficiencies in chiropractic. X-rays are used to diagnose
diseases which don't exist. Spinal subluxations can result from shift in posture.
Radiologists consider subluxations normal. Even if disease did esist, X-rays are
not capable in detecting most of them . They
are not useful in visualizing nerves or fine
tissue detail. Thus, chiropractic patients
are subjected to unwarranted radiation on
the basis of an unscientific appraisal of a
non-existent disease. Furthermore, the use
of 14" x36" film, which provides hazy bone
detail, may result in missing fractures or
tumours. The Journal of Clinical Chiropractic, in a 1971 survey, stated that 20 per
cent of 10million chiropractic X-rays taken
annually, used 14"x36" film. This involves
radiation from skull to thigh exposing
vulnerable areas such as the lens, thyroid
gland, bone marrow and reproductive
organs. Tragic consequences can, respectively, be cataracts, tumour, leukemia and
cell damage. About 3 per cent of all medical
patients versus 90 per cent of chiropractic
patients are irradiated. The chiropractic
use of full-trunk X-rays are the greatest
source of unnecessary gonadal radiation in
Canada.
Spinal manipulation can sustain variable
injury - from minor sprains to rare
complications such as fracture, parapligia
and stroke. Even death has occurred. The
incidence of this is impossible to determine
because of poor documentation by
chiropractic journals. Medical treatment
involves weighing the risks versus the
proven value of a certain therapy. But the
value of chiropractic manipulation has not
been proven, thus any risk of injury is not
justifiable.
Chiropractors have become back specialists by default. Because his treatment
focuses on the spine, the public assumes he
has more specialized training in back and
joint problems. This is reinforced by the
frustration felt by doctors and patients in
approcaching a back problem. A definitive
diagnosis may be elusive and follow-up too
time consuming. A patient may resist
changing his personal habits and view
analgesics or muscle relaxants as unsatisfactory .
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A chiropractor may delay appropriate
medical treatment. He may make a
diagnostic error. For example, back pain
could either be musculoskeletal in origin or
significant of pathology in the heart, lungs
or kidneys etc. Even if a diagnosis is
accurate, the chiropractor may still treat.
A major danger is posed to children.
Claims of treating epilepsy, croup,
leukemia etc. can prove fatal since many
pediatric illnesses are acute and require
immediate care. The ability to cure
enuresis by manipulation is nonsense since
the nerves to the bladder originate from the
inaccessible sacrum.
Chiropractors do not use prescription
drugs because of their side effects. They
may determine accepted drug treatment
and promote the usage of unproven
non-prescription medicines. There have
been cases of diabetics giving up insulin on
a chiropractor's advice and consequently
dying. Vitamins and minerals are purported to treat complex illnesses eg.
megavitamin therapy in schizophrenia
<ACA Journal of Chiropractic- March '75),

vitamin C in lower back pain.
Success of Chiropractic

How have chiropractors been able to
maintain a role, although marginal, in the
health care system?
By a chiropractor calling himself a
doctor, some patients are under the illusion
that they are being treated by a medically
trained individual. This is enhanced by the
nature of the examination and various
diagnostic procedures performed. Chiropractors may fit into the value systems of
rural and poor populations. They seem to
have a 'common sense', single cause theory
of disease and uphold the sanctity of the
body by not performing surgery or
dispensing prescription drugs. This appeals to those versed in Christian teaching.
Some patients are actually helped by
manipulation and return again. Some
patients seemed to be helped. Their illness
may be self-limiting or psychological. The
patient's sick role is 'legitimized' by the
chiropractor. A doctor may have minimized a problem by attributing it to "just
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nerves". But the chiropractor validates the
patient's belief that serious organic
pathology exists eg. a subluxation, and that
he ·will treat that problem effectively by
direct intervention. The chiropractor and
patient have faith in the therapy. He lays
his hands on the patient and relaxes a
muscle or "clicks" a joint. The patient
senses something is happening and the
chiropractor achieves a placebo affect - a
beneficial psychological reaction to the
procedure probably resulting in improvement in the patient's symptoms. Therefore
the patient's sick role with its secondary
gain (sympathy, release from responsibility) is justified because he believes he is
really sick and has made a satisfactory
attempt at getting well. The chiropractor
may be more effective in the physician-patient relationship. In a study done by the
University of Utah in 1974, groups of
patients seeing doctors and chiropractors
for back and neck complaints were
matched according to age, sex, race, mean
educational level, income, tendency towards hypochondria and attitudes towards
the medical profession. Both groups
achieved similar functional improvement
but the chiropractic patients were more
satisfied. They felt that their problems had
been explained better and they were more
welcomed. The chiropractors were less
hurried, more sympathetic and used more
understandable language. Chiropractors
serve physicians indirectly. They provide
an outlet for troublesome, time consuming
patients. By harnassing the political
support of their patients, chiropractors
have thwarted repeated attacks on their

profession and have become firmly
entrenched.
The Future
There are several alternatives in
approaching the chiropractic problem .
Conflict could be avoided by totally
including them in the health care system.
On the basis of the preceding evidence, this
is unacceptable. A concerted effort can be
initiated to outlaw chiropractic. Th.is has
been tried and has failed because of the
chiropractors' political support. Chiro-

praetors will continue to play a marginal
role in medical care because they are
effective in satisfying their patient's needs.
They also · act as a " buffer" for many
primary physicians. The scope of the.i r
practice should be curtailed by stricter
licensing. Children, particularly, should be
more protected. More chiropractic research should be conducted. The chiropractor's alleged position as a musculoskeletal expert could be undercut by more
physiotherapy training of medical students.
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Carpal Tunnel Syndrome:
A Common, Easlly Diagnosed
and Treatable Condition

The syndrome is due, basically, to abnoral
pressure on the median nerve within the
carpal tunnel. Detailed knowledge has only
recently been acquired, a surprising fact ,
since Marie and Foix (1 ) described the
condition in 1913. However, it was not until
1946 that Cannon and Love (2) demonstrated the value of surgery and, 1956, when
Simpson (3) reported the typical nerve
conduction abnormality.
One of the commoner conditions presenting in office practice, one patient seen
every second month by a London family
physician, and approximately half of all
patients referred to an EMG laboratory,
will be shown to have carpal tunnel
syndrome. Early diagnosis is particularly
important. Such patients may be in great
distress becuase of disability during the
day and sleeplessness at night. Moreover,
while there is no predisposing illness in half
the cases, in the rest, carpal tunnel
syndrome may be the first indication of
more widespread disease. <Table 1) The
symptoms are often so characteristic that a
reasonably firm diagnosis can be made
from history alone, but unusual symptoms
are frequent enough that nerve conduction
studies should be done routinely . Surgery is
predictably successful, so when handled
properly, this is one of the more rewarding
illnesses that a doctor encounters.
Carpal tunnel syndrome may afflict
adults of both sexes and at all ages,
although it is particularly prevalent in
middle-aged women, and is rare in
children. Symptoms develop gradually,
are initially intermittent and related to
activities requiring a griping movement ,
often with the wrist in either a flexed or
extended position. Consequently, a housewife will notice symptoms while ironing,
holding heavy pots, tightening sealer jars,
vacuuming, wringing out clothes, etc., a
clerical worker while holding a pencil, the
mechanic or factory worker while gripping
tools, the dairy farmer while milking cows
or forking hay , the tobacco farmer while
stripping tobacco, and the athlete while
gripping a goU club or holding a tennis
racket. These are only a few of the many
activities precipitating discomfort.
Patients use different terms to describe
their discomfort : "soreness, aching ,
asleep or dead feeling , poor circulation,
clumsiness, numbness , tingling and burn-

ing." These sensations are felt throughout
the hand and it is less common for a patient
to notice numbness specifically within the
distribution of the median nerve. An
aching pain is often present and located
primarily at the wrist, radiating distally
into the digits and, in time, proximally as
high as the base of the neck. As a result of
this more proximal radiation, the condition
may be confused with cervical disc
disease . The combination of pain ,
numbness and tingling lasts a number of
minutes and can be relieved by discontinuing the particular task and lowering,
shaking, or rubbing the band. Resumption
of activity usually results in prompt return
of symptoms. One of the most distressing
aspects is sleeplessness, the patient being
awakened at hourly intervals due to a
burning sensation in the band.
These intermittent symptoms may continue for months or years. When they
persist, it is usually a sign that more severe
nerve compression bas occurred and
permanent sensory loss and wasting may
result if treatment is delayed. Early
symptoms may be ignored, particularly in
the elderly, and such " burnt out" cases can
present as an incidental finding on physical
examination.
Examination is frequently normal in the
early stages, even when nerve conduction
studies show marked abnormalities. This is
understandable, since nerve impulses are
only slowed, not blocked in the region of the
carpal tunnel, allowing a maintenance of
normal sensation and muscle bulk. When
more severe nerve compression does
occur, one may find, by careful testing,
sensory loss in the median distribution of
the hand which may only partially involve
this distribution (i.e., sensory loss confined
to the index finger). Only in advanced
stages will the typical wasting of proximal
portions of the thenar eminence be evident.
(Figure 1) More commonly muscle bulk is
maintained, but there is weakness of
abduction in the thumb. It is important to
recognize that this is the only movement
which is consistently weak, since other
weakness in the hand or thumb movements,
are strongly supported by the adductor
pollicis and a portion of the flexor pollicis
brevis muscles, both innervated by the
ulnar nerve. Phalen's test is performed by

Charles F. Bolton
having the patient forcefully flex both
wrists and fingers for at least one minute,
in positive cases, the symptoms of carpal
tunnel syndrome are reproduced but,
unfortunately, the test is frequently
negative. Tinel 's sign, light tapping of the
median nerve at the wrist by the
examiner's finger, may elicit distal
numbness and tingling, but this test is
sometimes positive in healthy persons.
Nerve conduction studies performed in
the EMG laboratory will establsh the
diagnosis 85 per cent of the time.
Abnormal slowing of conduction in both
motor and sensory fibers of the median
nerve in the region of the carpal tunnel is
observed in most cases (Figure 2),
although in a few , there will be slowing only
in sensory fibers . In my view, all potential
cases should be tested in the EMG
laboratory, not only because such tests are
accurate in demonstrating carpal tunnel
syndrome, but because they investigate
other conditions with which carpal tunnel
syndrome may be confused ; cervical disc
disease, thoracic outlet syndrome, more
proximal compression of the median
nerve, ulnar nerve compression, subacute
combined degeneration of the spinal cord
and muUiple sclerosis. Once the diagnosis
is clearly established, more widespread
conditions, of which carpal tunnel syndrome is often an early sign, should be
systematically excluded. (Table 1)
Carpal Tunnel syndrome may develop
suddenly in acute arthritic conditions of the
wrist or in wrist trauma , particularly
anterior dislocation of the lunate bone.
Pain and parasthesia are unusually severe
in this situation. Although rare, a typical
causalgic syndrome may appear, the pain
being burning in quality and precipitated
by even light touch in the medican
distribution. The hand may be dry or
sweating excessively and may appear
swollen or reddened. Emergency treatment of the primary wrist disorder is
sometimes sufficient, but in many
instances surgical decompression by
sectioning of the anterior carpal ligament
is necessary.
Although conservative measures were
once strongly advocated , these are rarely
effective, even as a temporary measure.
Perhaps the only clearcut indication is
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pregnancy, when symptoms disappear
spontaneously after delivery. In my
experience, Cortisone injections have been
of little benefit, although splinting of the
hands and wrists at night in a neutral
position may be beneficial. Surgery is the
only definitive treatment. It is done under
local or general anaesthesia and the patient
is in hospital only a few days. Knowledgeable and skilled persons should perform the
operation, since surgical failures still
occur. These usually involve a failure to
section the most distal part of the anterior

carpal ligament, which is located deeply in
the palm . A rare complication is the
inadvertent sectioning of the motor branch
to the thenar muscles, which often leaves
themediannervestill in the tunnel but with
permanent paralysis of these median
innervated muscles. Relief of symptoms is
usually immediate following sergery and,
fortunately, r ecurrences are rare. If there
is any doubt about improvement, nerve
conduction studies can be done since they
return towards normal after successful
decompression. (Figure 2 )

TABLE I
Conditions Commonly A ociated
With Carpal Tunnel Syndrome
1. Degenerative arthritis
2. Pregnancy

3. Obesity
4. Rheumatoid arthritis

5. Diabetes mellitus
6. Hypothryoidism

7. Wrist Trauma

·•••·•••••••···•••·••••••••••••••·•·•·••••··•········•····•·······•·•·•··•·•···•···•·····••···•·•·······•·•••·•········•········

FIGURE I
Notice mild, but definite wasting of the
proximal part of the thenar eminence. Also
note " fleshy" hands with " ballooning" of
digits. Acromegaly was an underlying
cause in this man. See Table 1 for
commoner predisposing conditions. However , in many patients with carpal tunnel
syndrome, examina tion will be normal.
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Median nerve motor and sensory distal
latencies were prolonged, and the amplitude of the thenar muscle action potential
was reduced . These nerve conduction
abnormalities returned to normal after
surgery.
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Trephining Among The Indians
of Canada

Any attempt to study the native customs
of the indigenous inhabitants of Canada in

areas analogous to our medicine, encounters considerable difficulty on several
different accounts. Firstly, none of these
peoples cultivated the art of writing,
although some did record their legends in
various art forms such as stone carvings
and totem poles, which means that their
own history was exclusively oral and thus
of limited reliability. Furthermore, the
first literate witnesses to come into contact
with them, the Europeans who recorded
their impressions in early traveller's
accounts or the Jesuit Relations, were not
so much moved by an anthropological
interest as by a Christian mission, tending
to see the customs and practises of the
aborigines within their own particular
moral framework. A third factor is that the
overwhelming negative influence exerted
by the new-comers began almost immediately, and within a short span of time
reduced the natives' cultural integrity to a
mere shadow of its former seH. Here I am
thinking not only of the direct social,
political and economic influence of the
Europeans, but also of the deep cultural
repercussions of the introduction of horses,
alcohol, iron tools and firearms , and of the
widespread epidemics which included
small-pox, measles, diphtheria, influenza
and syphilis. Thus by the time a real
interest in the cultures developped, there
were hardly any true examples of them left
to observe.
And because medicine is in the final
analysis a function of society, without a
general understanding of these societies,
no deeper understanding of their medicine
is possible. From the early travellers'
reports and the Jesuit Relations we can be
sure that disease and its treatment
belonged in many cases to the same
magi co-religious realm it occupies in other
non-literate societies, but what precisely
its forms were, and bow these related
specifically to other cultural institutions or
functions, remains for the most part
unknown.
So too it is with trephining , or
trepanation, the surgical operation in
which an area of the skull is removed. I say
" surgical", although not even that much is
certain, since we cannot be sure whether
the procedure was carried out as a
therapeutic measure for the benefit of the

Paul M. J. Potter
" A long-time m1Ss1onary among the
Coastal Indians of B.C., told me of being
approached by a chief, carrying a brace
and bit, who begged him to bore a hole in
his skull to allow the escape of an evil
spirit which was causing him to have
headaches."
Bearing in mind the considerable
suffering and danger that this procedure
must have involved, and its apparently
limited therapeutic value, how are we to
explain its amazing popularity in both time
and space?

person involved, or whether solely for the
purpose of obtaining the " rondelle" so that
another person might wear it as an amulet,
or possibly to avert some evil of a nonmedical nature such as drought, famine or
flood.
Trephined skulls have been found in most
areas of the globe, the areas of highest
frequency being Europe, East Africa and
the highlands of Peru. In comparison to
these centres, the finds in North America
have been few. The following table
summarizes the reported cases in Canada.

······························· ····························· ························
TREPHJ ED

Dale of FIDel

Place ol FIDel

Area ol

Jrn

Lytton B.C.

UUJIFO

Treplliaeol

Lllraest Diameter

11011
19Z4
l9Z4
1930

SkeenaB.C.
Boundary Bay B.C.
Boundary Bay B.C.

1946
1946
1946
1970
1970

WesteoastoiVancouver ls.

a l vertex, both parietals
b) poalerior to leltparietal
emminence
r....tal, l " abovelelteye
lellC....tal
riCbt parietal
a l Jllid..oecipital
bl mer end o1 par;eto.
occipital suture
mid«c:ipital

Boundary Bay B.C.

micl-occ:ipital

Kleinberg On
Kleinberg Ool
Hamil lOll 0nt.

riCbt parietal

l!l7·

MoulhoiFraaerR.

ODl CANADA

Daleol

•U

+

2"

+

2 ~"

(ODiyoutertablel
I ~"

+

+

20mm

50mm

24mm.
llmm.

E vlftn<e ol
Solrvlval

+

bdore1500

+

42mm.

+

SOmm. <outer table)

+
+

30mm.
1600+15
('Jbese two cues are illcomplelely reported by Dr. J .D.M. Griff'm m
Cu. Pay.. latr. Assoc.J. vol.21 (lf7S ) p. l%1ff.l

······················••····························································
The technique employed for trephining in
all the skulls found in Canada , is the same:
scraping with a sharp saucer-shaped stone.
This is proven by the sharply bevelled
edges of the openings, which in most cases
include both tables of the skull, although in
a few cases only the outer one.
In the areas of East Africa where
trephining is still carried out by native
medicine-men, the explanations given
range from the cure of headaches which
have occurred subsequent to a blow to the
head, to promotion of good bealth in
general, to improvement of the person's
aim and fortune in hunting. Anthropologists' speculations also include headache,
convulsions, epilepsy and mental disorders
as possible indications. Of course trephining was sometimes performed for such
surgical conditions as depressed fractures,
although much more rarely ; none of the
skulls found in Canada have shown any
such surgical indications. In fact the only
Canadian report giving a reason for the
operation is the following one cited by Dr.
G.E . Kidd in the C.M.A.J., vol. 55(1946), p.
514.

The answer is perhaps to be found in two
fundamental features of early man's
thought : his naive subjectivity ; his logical
consistency. By naive subjectivity I mean
his implicit trust that his feelings and
sensations truly represent reality. We
retain many of these feelings, but express
them in metaphors: " he lost heart"; " he
was inspired"; " a nauseating person";
" I'm so full I could burst"; " a splitting
headache" . We know that courage is not
especially related to that organ in our
thorax nor poetry to breathing, that people
only affect our digestion by way of our
psyche, that no amount of pie will actually
cause us to burst, and that our headache
does not really cause our sutures to open :
early man believed his feelings . With
logical consistency I mean man's tendency
to follow his thoughts to a logical conclusion
and to act on that conclusion. If a patient is
wasting away because he has lost his soul,
treatment is to find and restore his soul.
Likewise, if his headache is due to the
pressure an evil spirit is causing inside it,
treatment is to bore a hole to let the spirit
escape.
Page 11

Meds Weekend

Je
Fran
Anll

--

Med Women Hockey action finds U ofT and Western skaters
fa cinated by the illusive puck.

Exopthalmos
Weekend.

Western Trivia Contest team, from the right, Steve Cheyne,
Hugo Bidinot, and John Stoessl, win with a smile.
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For the past who knows how long the five
Ontario University Medical Schools have
taken turns hosting an annual Weeken<J
gathering of the province's fmest (that is,
medical students) in an effort to infuse
same with (a) the camaraderie of open
friendly athletic competition, (b) the
delights of gourmet dining, (c) the
stimulating exchange of wit and wisdom,
and (d) 95% ethyl alcohol, steady drip,
B.D.C.p.r .n. The event also acknowledges
an attempt to defuse the potentially
dangerous, quasi-psychotic "Northern
canadian Bush Madness" that afflicts all
canadian males and aggressive females in
the mid winter months. Festive University
of Western Ontario campus was the site of
this year's affair, February 11, 12 and 13.
Out-of-town students began arriving at
UCCCentreSpotataround7:30p.m. where
they were introduced to their UWO counterparts providing billots for the Weekend,
and ushered into the Friday night opening
bash - an event carefully patrolled by
orange-jacketed campus police commissioned to save everyone from himself and
to prevent beer drinking on the carpets.
Later that night, hockey began at the
Thompson Ice Palace with Western and
Toronto men squaring off. What with the
hockey and a fairly constant drizzle of
bumpers, grinders and jivers to the
Faculty of Nursing Valentine's Day disco
across the road the Friday party was a
sometime thing. Many thanks, though, to
Western's dependable contingent of hardcore drinkers who hung in with jaundiced
determination 'till the bitter end. And the
end was bitter as Western went down to a
surprisedefeatin theco-edboatraces (held
illicitly on the hitherto sacrosanct carpet).
The usual Saturday matutinal ablutions
were followed by a rigorous program of
athletic endeavor. With the exception of
men's hockey, most of Western's competition was against Toronto. In co-ed water
polo Western and Toronto flailed their way
to a 3-3 tie, while in volley-ball Western
narrowly defeated the Toronto contingent.
The results of the men's hockey tournament are as follows:
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hockey tilt with U of T women.
in the crowd, but what can you do?
Dancing, circumspect social drinking and
numerous unfortunate mlistakes continued
late, late into the early morning with a few
die bards apparently waiting for the
blessing of puberty to overtake them before
their departure.
Up to now, dear reader, you probably
have been wondering whether there was
any intellectual content in the Weekend, or
for that matter in this article. In anser to
the first query let it be said that the Ontario
Medical Association, Student Section,
presented a Sunday morning with sexual
and marital counsellors Drs. Beryl and
Noam Cherruck of London, Ontario. They in
turn presented "The Taming of the Screw"
and " Hello Dearie" . When one person
"screws" the other, they both lose. Many a
Jack and Jill grew up having feelings they
are not supposed to have and wanting to ask
about thlings they are not supposed to talk
about. Through humorously dramatized
sketches, the Cherrucks demonstrated how
the resulting sexual dysfunctions adversely affect the relationship. When people are
given and make use of the right
information, they can take responsibility
for their own sexual feelings, commurucate
these to their partner and thereby "tame
the screw". In "Hello Dearie" the
Cherrucks discussed sex role stereo-typing,
its origins and recognlition, and the extent
to which it interferes with doctor-patient
commurucation. The doctors presented a
series of authentic " Hello Dearie"
stereo-types which turn patients off,
decrease patient confidence and leave the
doctor puzzled by a " treatment failure".
The full three-hour session with the
Cherrucks was excellent - informative,
entertaining, and certalinly relevant in its
concern with matters of personal and
professional practice that are not normally
covered in the medical school setting.
And that was it. Those that came, went.
And those that were already here finally
got around to clearung themselves up. On
behalf of the medical students, a special
thanks to the Hippocratic Council and those
that worked with the Council in presenting
the Weekend, and on behalf of the
Hippocratic Council, thanks to all who
came and enjoyed.

corttelitaJilt smashes, consecutively, ten coke cans
on his supraorbital ridge, demonstrating the strength of will,
determination and imperviousness to pain that has made him
one of Medicine's top students.

Queen's U. guitarist sings immunological love songs
of IgG.
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The Complex Doctor-Patient
Relationship

It is only recently that the doctor-patient
relationship has begun to receive emphasis, either from medical educators or from
practising physicians. It received only
indirect attention in my undergraduate and
postgraduate experience. The message
seemed to be that if one was well trained
and practised good medicine, no problems
would be encountered in this regard.
In my early years of practice the
doctor-patient relationship presented few
problems. One's on-going patient load
gradually narrowed down over the years to
include largely those patients and families
who fitted the particular personality of the
physician. There seemed to be more than
enough work for everyone. Thus, there was
no reason or incentive to provide on-going
care for " difficult" patients. Indeed, a
common solution was to suggest to such
patients that they avail themselves of the
services of another physician. Among this
patient group were those who had the
tendency to question the physician's
diagnosis or advice, to perhaps disagree
with his assessment, to request a second
opinion when the physician felt it was
unwarranted, as well as those who simply
did not follow his instructions. Where
clashes and disagreements occurred, it
was assumed that the patient was at fault
and should bear responsibility for the
difficulty. The tendency was to regard
oneself as infallible in the matter of
interpersonal relationships. I may be
overstating the case but I believe this
attitude was wide spread a few years ago
and contributed to the public's negative
attitudes towards the profession, clearly
expressed in the Pickering Report.(l )
With this type of back-ground experience,
it was my good fortune to join the
Department of Family Medicine in 1971,
and assume responsibility for a teaching
practice. Early personal observations and
study ( 2 ) convinced me that patients do not
come to a family practice teaching unit (or
any teaching facility ) because they enjoy
being taught upon. They come because they
wish and expect to receive gQOd medical
care. In a real sense, the teaching
programme presents certain draw-backs
to the patient which must be recognised and
dealt with ( 3 ) in order not only for the
teaching objectives to be realised but also
for the patient to receive what he perceives
to be good medical care. Patient
dissatisfaction , though perhaps occurring
no more frequently than in a private
practice is therefore expected, recognised
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and dealt with more commonly. As a
result I have had repeated opportunities to
deal with patients over the matter of their
dissatisfaction with students, residents,
and, not infrequently, myself. There seems
to me to be a degree of similarity in these
expressions of dissatisfaction. In other
words despite experience in practice my
behaviour tends to be similar to students
and residents and I tend to make the same
errors in relating to patients. I find this
distressing at times, but to counter-balance
my distress I feel this human failing
permits the establishment of a common
bond with students and residents. It has
been my experience that in many cases
responsibility for difficulties in the
doctor-patient relationship rests as much
with us as with the patient.
I would like to outline a difficulty I
experienced in relating to patients in hopes
that it will strike a responsive cord in many
of you. This concerns the common situation
where the patient presents with vague or
frankly psycho-somatic symptoms which
defy a logical organic diagnosis. It has been
indicated to me in some of these situations
that my behaviour is such as to make the
patient feel that I believe his symptoms to
be imaginary. Since I have no difficulty in
accepting the fact that pscyho-somatic
problems may cause real and distressing
symptoms, I am persuaded to feel that the
patient's misinterpretation of my attitude
relates to my difficulty in translating this
understanding to the patient in a way which
he can accept and comprehend. It may also
be related to my behaviour as I listen to the
patient's history.
It must be particularly distressing for a
patient to feel that his physician does not
believe or take seriously what he is telling
him . Since many of the patients we see have
symptoms which are not accompanied by
positive physical findings , there is a
potential for this conclusion on repeated
occasions. The conclusion seems to be
reached when the physician, after thorough
history and physical examination states
reassuringly, "I find nothing wrong", or " I
don't find anything serious". It is reached
more quickly and firmly when the history
and physical examination have been
conducted in a fashion which the patient
interprets as perfunctory, incomplete or
disinterested.
It boggles the mind to contemplate the
incidence of doctor shopping, unnecessary
investigation and subsequent treatment

John T. Biehn
and consultations which relates basically
to the patient's perception that his
physician either does not believe him or
seems disinterested in his problem. I
recently saw a patient whom I had
previously seen on two occasions and
attempted to reassure regarding the
benign significance of a prominence of one
of her ribs. My inadequate attempts to
reassure her and failure to deal with her
underlying anxiety resulted in her seeing
another physician whose response to her
complaints was to prescribe concomitantly
an antibiotic, a muscle relaxant, and a
potent anti-inflamatory agent. It strikes
me that similar situations must occur
frequently in every day medical practice.
Patients place themselves in jeopardy by
jumping from one doctor to another:
However, if they feel their physician has
made an inadequate assessment and does
not believe them , they tend to become
desperate and there is little choice but to
seek another opinion.
This, and other similar experiences
suggest to me certain issues which ideally
should be considered at each patient
encounter, especially when there are
psycho-somatic overtones to the complaint. In suggesting these I recognise that
there is a time element involved in most
patient encounters which precludes thorough discussion of potential problem areas .
However, even when time allows such
discussion, the issues are often neglected or
over-looked by the physician. Given that
certain very busy doctors experience few
problems in this regard, it seems to me that
the problem is related as much to physician
attitude and behaviour as to the exigencies
of time.
The writings of the distinguished Carl
Rogers ( 4 ) shed considerable light on the
ideal characteristics of the successful
therapist-elient (doctor-patient) relationship. It might be helpful to review these
characteristics because I feel they are
achieved inconsistently and, to the extent
that they are not, there is a potential for
patient discontent and uneasiness.
1. Congruence
Rogers feels that the relationship is more
likely to be helpful when the physician is
perceived by the patient to be genuine,
without facade or front. His behaviour is
matched by an awareness of his own
attitudes and feelings . This characteristic
Rogers terms congruence, and When
present tends to provide the patient with a

feeling of trust in the physician.
For a variety of reasons, many of them
personal. I find it difficult to be consistently
genuine with patients. In addition, I am
often angry or frustrated with patients or
intimidated by them without being
consciously aware of these feelings . My
behaviour must be perceptably altered as a
result.
2. Unconditional Po itive Regard
Rogers feel this describes the physician
caring for his patient in a non-possessive
way , without reservation or judgement,
without appearing to threaten or evaluate
the patient.
It strikes me that this condition is
particularly difficult for physicians to
achieve in their relationship with patients.
Certainly it has been for me. Our entire
training in the diagnositc process bas been
to make judgements and evaluations about
patients. Is this condition serious or is it
not? Is this behaviour neurotic or is it not?
Is this a surgical abdomen or is it not?
These questions are undoubtedly necessary. My point is that by engaging in the
necessary diagnostic process, we may tend
to jeopardise our relationship with a
patient by appearing to evaluate and judge
his behaviour. With some patients, the
issue of their credibility with the physician
is so important to them that they are
relieved when the physician decides to
investigate their symptoms by means of
risky and detailed investigation. This
seems to be a more acceptable alternative
than not having symptoms investigated
when the implication could be that the
physician does not believe them .
3. Empathic Understanding
This condition is fulfilled when the
physician is somehow able to sense the
feelings and personal meaning which the
patient is experiencing, when be can
perceive them as they appear to the
patient, and when he can communicate
something of this understanding to the
patient.
This condition must be achieved infrequently. In fact, the necessity to make a
diagnosis often precludes our putting
ourselves in the shoes of the patient. I find
myself from time to time pre-occupied in
thinking about what it is like for me, and I
forget to consider what it is like for the
patient. It bas helped me to have recently
undergone the experience of developing
renal colic with all the attendant anxieties
which accompany this distressing condition. To a physician this tends to be a cut
and dried situation with a fairly definite
treatment protocol. To the patient it
represents a great deal of discomfort and
anxiety. Will I need surgery? Will my pain
be relieved? What are the long term
consequences? How do I swallow this
damned castor oil so I can have my IVP? I
hope my point is made.
The whole point of this discussion is to
indicate that we are often on different wave
lengths than our patients. They are
concerned about symptoms, we are
concerned about diagnosis. They are

concerned about feelings , we are concerned about objective signs. They are
concerned about relationships, we are
concened about whether or not they need to
see a psychiatrist. The potential for conflict
is immense.
There is no easy or pat answer to this
dilemma . Certainly recognition ·for this
potential conflict at each and every
doctor-patient encounter is important. If
the relationship seems to be a problem, I
have found it futile to attempt to pursue and
define the presenting problem before the
relationship problems are clarified. It has
been my experience that when this is done,
important information often comes to light
which allows the relationship to achieve a
new level of understanding beneficial to
both the patient and myself. It seems to me
that when the patient senses he can be
himself and be accepted by me, then I can
"feel free" to offer more appropriate
advice and treatment to him with a more
honest rationale. I feel much better, more
therapeutic, when I have been honest and
straightforward with a patient. When I am
less than honest and straightforward, I
have come to recognise that, for me, such
behaviour reflects difficulties in my
relationship with the patient.
It is of interest to review the preceding
paragraph from the stand-point of a
student-teacher relationship. I think the
same observations would tend to apply in
this analogy. My thinking about this is
rather vague, but this observation seems

more and more to reflect my experience a
a teacher .
Almost certainly we are entering an era of
medical practice when a number of
separate but related factors are combining
to place increasing importance on the
quality of our relationship with patients. It
behooves each of us to consider the effect of
our own behaviour on our patients. If we
are collectively prepared to do this, I
believe the public image of the physician
will be greatly enhanced and our continued
professional independence assured.
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What is Sex Therpy?
James A. Silcox

(An address delivered to the Wayne State
University Department of Obstetrics and
Gynaecology- November,l976]
What is Sex Therapy? This constitutes a
simple question which does not have a
simple answer. It has been 20 years since
Masters & Johnson fJISt entered the public
consciousness with their now famous books
dealing with the physiology of sexual
response and the therapeutic approaches to
various sexual problems. Still, a considerable amount of confusion evelopes the
term, and the definition of sex therapist
seems to include everyone from highschool
drop-outs to PhD's. Now that the therapy is
no longer seen as a fad of little value, but
rather an effective therapeutic tool, useful
in appropriate diagnostic situations, there
is a growing pressure, both within Canada
and the United States to define the therapy
more specifically and define the therapist.
Any uninhibited soul can tell his neighbour
to let it all hang out and thereby qualify
himself as therapist. Predictably, as
quacks and charlatans move into this
attractive field, the reputation of the
treatment suffers.
To answer the initial question, it might be
of value to see the evolution of sex therapy
in historical perspective. The genitals have
two functions and as far as I can tell, only
two functions, reproduction and recreation. In the past, people did not publically
acknowledge the recreational aspects of
the genitals. Orgasm was looked upt)n as a
kind of windfall profit in the important, and
I might add, the very moral business of
producing children.
Two factors since the second world war
have been at work to make that emphasis
outmoded. First, we have come to realize
that we are approaching the limitation of
this planet to support human life
comfortably. It is now, in the public's
attitude, becoming immoral to use one's
reproductive potential beyond what is
necessary for zero population growth. This
represents a dramatic change in human
philosophy. By mid century, men and
women were in a bit of a quandary. They
could no longer justify the recreational
pleasures of sexual behaviour by telling
themselves that they were in bed to make a
baby. People began to honestly acknowledge the recreational rewards of sex in a
philosophical wav. Attitudes were changPage 16

ing but without the safe reversible birth
control, sexual behaviour couldn't change.
With the introduction of the IUD and the
pill, behavioural changes could come
about, a pseudo-sexual revolution apparent
to everyone, following on the heels of the
real sexual revolution in attitudes that had
been occurring silently over several
decades.
The stage was then set for pathology.
People began experimenting with their
sexual feelings and their sexual behaviour.
Sometimes they felt a great deal but were
raised so conservatively that they couldn't
translate the feelings into behaviour. Other
people concentrated on behaviour like
acrobatic robots, not aware that sex is a
communicative skill, not bedroom gymnastics and as such feelings must come first,
then behaviour, and the two cannot be
successfully separated.
Obviously, then, by the mid 1960's when
the pseudo-sexual revolution had been
going full steam for about 5 years, people
were beginning to feel a great need. A new
kind of plague was becoming apparent
called, "The Sex Problem". To treat the
plague, along came Masters & Johnson The Messiahs, leaders of then a cult and
now a full blow religion called Sex Therapy.
As in any religion, there have been
radicals of both extremes move into the
area espousing variations in therapy with
little foundation in psychiatry or physiology. Innocent people have been hurt,
thereby, and at the same time have been
relieved of a considerable amount of
money. Sensing the concern by the public
over the legitimacy of therapy and
therapists, the American Association of
Sex Educators, Counselors and Therapists,
began to move in the fall of 1974 to define the
term Sex Therapist and to outline the
training necessary to earn that title. Up
until that time, this body had functioned in
a broad sense in Canada and Unitied States
to desseminate sex education via workshops, conventions, and the like.
The following criteria then have been set
out by A.A.S.E.C. for persons holding their
degree of certified sex therapist.
1. The candidate must hold a doctorate in a
clinical field, that is, M.D. , or D.D., or a
minimum of a masters degree or its
equivalency in a relevant field.

2. Subjects considered relevant in working
towards an acceptable degree are :
a ) The process of reproduction
b) Sexual functioning
c) Sexual development
d) Sexual behaviour
e) Sex and Gender
f) Marriage, Family and Interpersonal
Relationships
g) Sex and Health
b ) The study of sex
i) Counsellingtheory
j) Counsellingmethodology
k) Techniques ofinterview
1) Patterns of sexual counselling
3. Candidates must have 1,000 hours paid
experience as a sex therapist or the
equivalent.
4. Applicants will be required to take a
written examination which will embody
aspects of the list alluded to in part 2 of
this outline.
5. Attitudes and Professional Behaviour
will be assessed during a 2 day
A.A.S.E .C. workshop and, in addition,
the candidate will be required to state
his/ her personal views of sexual
normality.
The requirements are demanding and
justifiably so. It is time that it was
established and established clearly that
simply enjoying sex or being a good sex
partner does not make one a good sex
therapist.
SEXTHERAPY-PARTI-ASSESSMENT
So much then for how we are defining a
sex therapist, what about the therapy
itself? The word therapy implies a kind of
transaction. The principles fall into two
categories, the helpers and the helpless.
The exchange between the principles
evolves around the subject of sexual
communication. The irony of the transaction is that here we have people who have
identified a communication problem which
they rightly or wrongly feel is sexually
based and we are expecting these same
people who cannot communicate to each
other to communicate to the doctor. To me,
this does not seem to practical. It is like
asking a patient who has shortness of
breath while running, to run over to your
office and tell you about his problem. He
can't do it because he is too short of breath.

"Ah," yon say, "but he can demonstrate
it". This is where one first sees the need for
skilled therapists. We must have helpers
who can appreciate what is being demonstrated to them by a patient's fumbling
ineptitude or subtle posturing and glances.
Unless we have someone participating in
the transaction who hears what isn't said as
well as what is said, I don't think we have
even the rudiments of sex therapy.
Certainly we can't properly screen the
improperly labelled patients and come to a
workable diagnosis.
PART II-TREATMENT

To be a satisfied and satisfactory
partner, one must be capable of a very
complicated but basic reflex system
involving an input signal, integration, and
fmally output. For some people, expressions of their sexuality are as spontaneous
and uncomplicated as a relex arc. For
others, there are blocks of input, integration, and output or all three. Why do some
people get locked into crippled expressions
of their sexuality where others break away
from their handicaps and mistakes and
become comfortable sexually responsive
adults. Usually the answer is not hard to fmd
INPUT PROBLEMS

Some people have been unable to make
the attitudinal switch from considering sex
as procreational to considering it recreational. Nevertheless, they are thrust into
sexual situations by overeager partners or
the pressure exerted by a sex oriented
society so that they attempt to bypass the
attitudinal switch and attempt to get on
with the behaviour. Such people generally
cannot give themselves permission to let
sensuous stimuli affect them nor can they
work with what they take in, in an
integrative way. In essence, they do not
have the input and the integration parts of
the reflex arc. Is it any wonder that the
behavioural aspect is not operative.
. Therapy for such individuals lies in the
area of attitudinal change followed by
encouragement to explore input of all kinds
and to see what types of input, what
intensity of input, and what sequence of
input is most likely to get integrated and
naturally result in behaviour.
BEHA VIOURPROBLEMS

A second group of people have made the
attitudinal switch and have at least in the
past been sensitive to loving communication. integrating it and behaving sexually.
The problem lies in an exaggerated
emphasis on what the behaviour should be.
No rules have ever been carved on stone
tablets about what sexual response should
be. We know what sex is for some people
and with the increasing public discussion of
sexual behaviour, there are going to be
individuals who compare themselves to the
norm •and because they vary, they will

consider themselves failures, not only
sexually, but failures in a global sense.
What they do not realize is that norms and
averages are made up of a wide scatter of
measurements and that everyone weaves
back and forth across the norm as he or she
lives out a life. Faced with unacceptable
behaviour, these poor individuals will
begin to play the shell game.
THE SHELL GAME

Etiology:
Life and growth are part of a process of
continuing trial and error. When baby
Georgia burbles out, " I want wah wah", the
words are incomprehensible to all but
doting partents. The parents relay the
message to the waiting world as, "I want
water", and shortly water arrives. There
was an action on the part of the baby and it
was accepted lovingly, no matter how
imperfect, and the action was reinforced. I
think we can safely assume that the baby
will ask for water again soon. This is what
learning is all about, trial and reward and
this encourages repeat trials and hence,
perfection of skills.
Consider another example. Imagine little
Georgie at 8 years of age learning to ride his
first two wheeler. Riding a two wheeled
bike is filled with prestige. It says
something to the world about one's
character, maturity, strength, intellect.
We accept thatlearning this skill \!ntails an
awkward phase when youngsters do not do
well. Georgie may fall off umpteen times
and get pretty battered in the pr~ess, but
he has seen his older brother and the boy
down the street go through this learning
process and he knows that he is not alone.
Even after he becomes an accomplished
rider, he occasionally falls. This is no "big
deal" to quote him. It is not a reflection of
him, but usually, secondary to environmental factors like slippery streets or poor
visibility.
However, a few years later, the process
becomes distorted when Georgie starts to
learn sexual skills. First of all, thanks to the
relaxation of sexual taboos, he hears all
about the rewards. Sexual prowess is
depicted as the epitome of maturity and
virility. So even before George feels any
biological urge to go for this reward, the act
is invested with great value. We could
argue about the legitimacy of this value,
perhaps the correct word is " hype" , a word
which conveys a certain sense of phoniness
and is used by the advertising industry. The
hype howevel', can interfere with the
learning process. Trial, if it is suitably
correct, brings reward. Trying and failing
brings no reward and this is as it should be.
But in the sexual area, the value of the
reward is so distorted that failing brings
not only the absence of the reward but
punishment in the form of anxiety about
one's identity and prowess. The risks of

trying are magnified and after relatively
few failures, many people stop trying. They
have been hurt too much.
Society nevertheless, goes on espousing
the value of sexual accomplishment and
the sex drive of the individual remains. In
order to make life tolerable, Georgie blocks
out the value of the reward by effectively
walling himself in, or building a shell
around himself. He stops responding to the
cues that say that sexual behaviour is
rewarding and eventually, he doesn't
perceive these cues at all. Hence, the title of
this phenomenon, "The Old Shell Game" .
Now we as sexual fixers are bound to see
people coming for help at several stages in
this process. We may see individuals who
are still trying and failing and hurting and
anguishing. Others may already be well
into this shell producing phase - still
perceiving that sexual activity is desirable
because society says so, or they remember
that it used to be so. Still a third group have
become real crustaceans cemented in,
unfeeling and not wanting to feel which is
even worse. They are often dragged in by
partners wanting the casing chipped off.
All this analogy is by way of stage setting
to enable me to tell you what I think sex
therapy is and does. Sex therapy, I think, is
a broad term and refers to the multitude of
modalities which can be used to improve an
individual's sexual satisfaction. In overview, sex therapy is a "shelling out"
process. We are attempting to minimize or
perhaps, if we are lucky, eliminate the
patient's need for a protective shell. This is
done by convincing the patient that:
A) He is not the only one with performance
difficulties or with satisfaction difficulties. That is, he is not alone, not some
kind of freak in a sexually oriented
world.
B> That there will be no punishment involved in the therapy.
C) That, in fact, there will be no failure in
therapy. Participating will be the
reward process, rather than goal
orientation.
Now there are many ways to get the shell
off. Some are more superficial than others.
Some are faster than others. Jack Annon of
the University of Hawaii has established a
nice model for organizing the approaches
to sexual problems. It is called the
P.L.I.S.S.I.T. model. It assumes that a
cohort of individuals coming into one's
office needs sorting out, to be dealt with in
varying ways for varying lengths of time.
In other words, at the essence of his
message is that sex therapy must be
tailor-made to meet the individual's needs.
It is net something that one throws at
everyone off the rack, so to speak. The most
superficial level in Annon's model is the
" P " level, P for permission giving. At this
level, patients want to know if what thev
P~e17

are doing or feeling is average or rare,
okay, or not okay. When learning to ride a
bike, you can always look around and see if
other people ride backwards very often,
and if they don't, then you can assume that
this might be the cause of present or future
difficulties. However, with sex, the doctor
becomes the sounding board, or books, or
friends. Our opportunity to see other people
have sex is very limited, if not nonexistent.
The second level of intervention may be
necessary for some members of the cohort.
" lrl" stands for limited information. This
implies that you can act therapeutically
and reduce anxiety about sexual performance by educating patients regarding
anatomy, physiology, or behaviour.
The third level involves " S-S", specific
suggestions, for behaviour which may help
an individual's sexual learning process go
more easily and more rewardingly.
Finally, the fourth level, is intensive
therapy, " I-T". This might be psychotherapy, or behaviour modification or desensitization or something along the lines that
Masters & Johnson have developed. Here
the therapeutic input involves elaborate
and detailed sessions for developing
insights or setting up a milieu conducive to
improve sexual satisfaction.
These therapeutic modalities are, as I
said earlier, designed to remove the
protective shell and set up a learning
situation for sex, that is, normalized, like

other learning situations where failure is
okay - where goals and expectations are
minimized and learning for the fun of
learning is maximized.
Sex therapy then really isn't sex therapy
at all. It is not four strokes on labium B,
producing response C, which in turn must
be stroked N times to allow placement of
tab Pin slot V. No, this is not what we are
doing at all, contrary to what many people
believe. All that we are doing for people is
helping them to create an inner and outer
atmosphere conducive to learning as
nature intended all life skills to be learned
by trial and error, relatively free of fear,
guilt, and anxiety so that patients do their
own sex therapy, relying on us to prepare
them for the process only. This preparation
constitutes, I think , the " deshelling
process".

Conclusion
1 have in the last few minutes spent more
time saying what sex therapy is not, than
what it is. It is not what a lot of patients and

doctors think it is. i think it is time to cut
away the mythology that bas grown up
around sex therapy and sex therapists. It is
a facilitating kind of therapy and an
approach to letting the patient maximize
his own sexual potential. When the patient
comes to the therapist, neither be or she,
nor the doctor knows what that potential is,
so it is foolish to set up goals like " orgasm
or bust", or " I'll bold off 20 minutes before ·
ejaculation if it kills me". We quite simply
can't offer orgasms to anorgasmic women
or 22 minutes of intromission to premature
ejaculators. Once we have listened to all of
the patient' s verbal and non-verbal
communication about the problem, we
must resist the patient's tendency to look
upon us as the Messiah and our therapy as
miraculous. With the patient's cooperation,
we are capable of creating a situation
where natural improvements in sexual
function are most likely to occur, but that is
all we are capable of, no more.

J. A. Silcox, MD,
FRCS(C)
Annon, JackS., The Behavioural Treatment
of Sexual Problems
Volume I Brief Therapy
Enabling Systems
Incorporated
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The Nostalgia - The Swing Era

Nostaliga has been defined as a wistful or
excessively sentimental yearning for a
return to some past period. One of the
symptoms of nostalgia is the renewed
interest in the music and personalities of
that period in the thirties and forties
referred to as The Swing Era . This interest
is shown by both those who lived through
the period and by those who know it only
through books and recordings.
This paper is the story of the swing era by
one who lived through it ; who danced to the
big bands at the Ballroom in Port Stanley,
Ontario or at the Brant Inn at Burlington or
at the CNE in Toronto ; who saw the big
bandsonstageatShea's Theatre in Toronto
or at the Michigan and Fox Theatres in
Detroit and who played the music, albeit
not very weil, in small local bands.
The swing era began on August 21st, 1935.
In May, 1935, Benny Goodman and his Band
opened for an engagement in the Grill
Room of the Roosevelt Hotel in New York
City. This was the place where Guy
Lombardo normally held forth . The
manager of the Hotel did not take to the new
type of band led by Goodman, and they
were given two weeks notice after the first
night. After this disaster, Benny was
booked on a cross country tour of
"one-nighters" . The low point of the tour
occurred in Elitch's Gardens in Denver
where the manager of the place insisted
that the band play waltzes.
Finally, on August 21st, 1935, Benny
Goodman and his orchestra arrived at the
Palamar in Los Angeles. This was the most
famous of the west coast ballrooms. After
several sets on the opening night there was
not much reaction from the crowd. Benny
then decided that since they were not being
accepted by the crowd, the band might as
well have some fun . They began to play
Fletcher Henderson's swing band arrangements of King Porter Stomp, Blue Skies
and Sometimes I'm Happy. The band
suddenly caught on. People gathered
around the bandstand and shouted for
more. Within a short time, coast to coast
broadcasts took the swinging sound of
Benny Goodman for all to hear. The Swing
Era had really arrived.
What is swing? Swing is a form of jazz,
probably a new name for jazz rather than a
new kind of music. Louis Armstrong
defined swing as music as it should be
played, the yeast of the musical brew.
Benny Goodman said that "swing is free

Morris P. Wearing

speech in music" . The most important . the arranger, through his arrangements,
element "in swing is improvisation - the
made the band.
liberty a soloist has to play a chorus the way
By 1926, Fletcher Henderson had a
he feels it, instead of the way in which it was
swinging band which played regularly at
written . This liberty is never given to a
the Roseland Ballroom on Broadway.
musician in a classical performance.
White jazz men considered the music
Tommy Dorsey when asked to define
clumsy and crude. The difference between
swing, commented that jazz was modern
the Henderson Band of 1926 and the
music in its infancey. Swing is the infant
Goodman Band of 1935 was that Benny
grown up with all the vigor of eight to the
stressed precision and accurate pitch.
bar, zestful, reflecting life's present day
The Goodman Band of 1935 that suddenly
tempo. Swing is sweet and hot at the same
time and broad enough in its creative
caught on had great personnel like Gene
conception to meet every challenge
Krupa, Toots Mandella and Hymie
Shertzer. But the first white band to really
tomorrow may present. Harry James said
that swing is improvised music arranged
promote swing music was Glen Gray and
and played in the various styles of the big
the Casa Lorna Orchestra formed in Detroit
bands. Whatever the definition, the swing
in 1929. This band was the first to adapt the
era, jazz and the big bands are all related.
arranged riff and to play together with an
In the early twenties, Paul Whitman
arranged background for soloists. Gene
showed.that there was money in symphonic
Gifford, the first arranger for Casa Lorna
jazz played by a big band. The difference in
arranged many of their tunes with the call
swing music and jazz was said to be the
and response pattern. The Casa Lorna
difference in the size of the band, a
orchestra became very popular at college
difference of from five to twelve or more.
dances in the Eastern United States with
The music of the larger band sounded
such tunes as "Casa Lorna Stomp", "White
smoother and fuller .
Jazz", " Blue Jazz", and " Black Jazz".
In 1923, Fletcher Henderson had a big
Like all swing bands should, Casa Lorna
band, but had trouble making them play
were able to play sentimental ballads such
together - to swing. With the help of
as "For You" , " Under a Blanket of Blue"
arranger Don Redman, Henderson figured
and " It's the Talk of the Town". The Casa
out how to make them swing together.
Lorna Orchestra became the model for
Benny Goodman. Bert Niosi became
The band was made up of rhytym , piano,
drums, base and guitar which backed up
Canada's first swing band in the mid
the whole band with a steady beat. The
thirties by also usin2 Casa Lorna as a
three or four saxes played together as one
model. He made hs music popular at the
voice. The brass, two or three trumpets and
Ballrooms at Port Stanley and Crystal
two or three trombones played together as
Beach in Ontario and at the Palais Royale
a second voice. With these two powerful
Ballroom in Toronto.
voices backed up by a steady beat, it was
The first Dorsey Brothers Orchestra was
easy for an arranger to make a band swing.
formed in 1934 and it could swing. The
A hot solo line was harmonized and written
personnel in the band included Glenn
out for the whole section swinging together.
Miller, Ray McKinely and Bob Crosby.
Then the arranger turned to the pattern of
This group was generally disappointing,
call and response, keeping the two sections
probably due to the temperamental
answering each other in an endless variety
differences that divided the Dorsey's. Fox
of ways . The repeated phrases which brass
was the reason the band lasted only a
and reeds threw back and forth became
couple of years.
known as riffs . The riffs would become
dressed up. The four saxes would repeat a
With the popularity of Benny Goodman,
complicated phrase in four part harmony.
swing was king and a succession of bands
The five brass would reply in five part
followed over the next decade. Each band
harmony. The individual musician had to
had a style or "gimmick" which brought it
work hard. He had to swing separately,
fame . During the swing era, big bands were
successful in three styles; the sweet bands
with his section and with the whole band. It
meant many rehearsals , a comparative
of Lombardo, Sammy Kaye and Wayne
loss of identity except for solo starts, and a
King could also "swing", the swing bands
high level of team work.-Most of it had to be
of Goodman, Dorsey, Shaw and James
written down first as arrangements - and
could also play sentimental ballads; and
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the big coloured bands of Ellington, Basie
and Lunceford had their own swing style.
In 1935, Bob Crosby and his band made
their appearance. They gave big band style
to Dixieland. The personnel of the Crosy
Band included Yank Lawson and Bob
Harrard who organized the World 's
Greatest Jazz Band several years ago.
By the end of 1936, Artie Shaw was well
established. Shaw was serious minded, a
perfectionist always looking for something
new. He started his band at the request of
the Rockwell-O'Keefe booking agency who
wanted a band to compete with MCA's
Benny Goodman.
Tommy Dorsey started his own band in
1936. His band had a style which
successfully combined sweet and swing
music. He also made the singer and vocal
groups important to the band. Frank
Sinatra had his first success with Dorsey.
In 1937, Glenn Miller, the man who put it
all together, started his own band. For
several years, be struggled to survive but
in 1939, Glenn Miller and his orchestra
fmally caught on and they became the most
popular band of all time. The Miller band
could play swing music and sweet music. It
bad a distinctive style, a clarinet playing
the lead over the saxophones. It had great
vocalists in Marian Hutton, Ray Eberle,
Tex Beneke and the Modernaires.
Glenn Miller was one of the earliest to
understand the scoring of a swing
arrangement. He grew up in the jazz era of
the twenties and made important contributions to the libraries of big bands. Miller
was trombonist and arranger for bands led
by Ben Pollack, Red Nichols, Jimmy
Dorsey and Glen Gray. When Ray Noble
arrived from England in late 1934, he had
Glenn Miller organize, set the style and
arrange a library for his popul<~r band. It
was while he was with Noble that Glenn
first arranged the original music he had
written of "Moonlight Serenade" which
later served as his theme. It was also while
with Noble that he first tried out the
distinctive scoring for reeds which was to
become his trademark.
By 1939, Miller had his own band sounding
just the way be wanted it. Marian Hutton
and Ray Eberle had been added as
vocalists. They were booked into the Glen
Island Casino at New Rochelle, New York
and it was here that they rapidly became
America's top band. Speaking of his
approach Glenn said, " I don't want to be
King of Swing. I want a band that will have
a high rating as a good all around band,
giving every sound the proper attention. I
believe that swing, when considered as a
beat, a form of rhythm will always exert its
influence on American music and will not
go the way of all fads as some people
believe. But rhythm should not hog the
spotlight. I want a kick in my band, but
never at the sacrifice of harmony".
When did the Swing Era end? It probably
never has. Big bands are still playing.
There is a steady increase in interest in the
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music of the thirties and forties. The Era
suffered a great blow with the death of
Major Glenn Miller in 1944. But Swing is
still around.

5. The Story of Jazz, Marshall W. Stearns.
Oxford University Press Inc. , New York,
1956.

This book is a text-book type on jazz and
swing. Easy to read and understand.
Di cography
1. The Legendary Bunny Berigan - DSM
1980.

Sources of Information
Hundreds of records, tapes, cassettes and
books are available on the big bands in the
Swing Era. The following sources of
information have been thoroughly researched by the author and would serve as
"starter" sources for those interested in
learning and listening to more about the
Swing Era. Most are available in the larger
public libraries and record shops.
Bibliography
1. Coda - Canada's Jazz Magazine. Coda
Publications, P .O. Box frl , Station "J",
Toronto, Ontario.
The editor is John Norris. Coda is one of
the world's finest jazz magazines. Both the
Canada Council and the Ontario Arts
Council assist in the publication. The home
of Coda Publications is the Jazz and Blues
Record Centre, 893 Yonge St., Toronto.
Each issue of Coda has special features ;
there was one recent article on Claude
Thornhill, record reviews and many
interesting advertisements. Coda Publications or the Jazz and Blues Record Centre
are excellent sources for records. They will
get anything available. They also stock a
large supply of used records.
The Big Band , Revised Enlarged
Edition. George T. Simon, Collier Books,
New York, 1974.
Simon is the premier writer on the big
bands and the swing era. This book tells the
story of all the big bands and is a "must"
for those interested in the Swing Era.
2.

3. Simon ays, The ight and unds of the
swing Era. 1935-1955. George T. Simon.
This is a collection of the articles which
Simon wrote for Metronome Magazine and
gives a wealth of information on the Swing
Era. An interesting feature of the book is
the comments made in 1971 by various
bandleaders on the articles which Simon
wrote in the thirties or forties on their
bands.

4. Great Dance Band , Leo Walker.
Howell-North Books, 1050 Parker Street,
Berkley 10, California. 1964.
This is a comprehensive story of the great
dance bands beginning in the early 1900's
until about 1950. There are over 400
interesting photographs. Leo Walker
started out as a musician but became a
business man handling band promotions.

Available from Radio Reruns. This is a
special broadcast of March 12, 1936
demonstrating swing music. The personnel
besides Bunny Berigan are Stan King,
Teddy Wilson , Bud Breeman and Joe
Marsala. There is an interesting commentary by Marshall Stearns.
2. Ca

a Lorna in Hi-Fi- Capital W-747, Casa
Lorna Caravan - Capital T-856.
These records were released in 1957. The
arrangements are the classical ones for
which Glen Gray and the Casa Lorna
Orchestra became famous . The orchestra
on these recordings was a Capital Studio
Band conducted by Glen Gray. Some of the
personnel had been with the Casa Lorna
Orchestra. The remainder all had big band
experience. These records, I think, show
what swing really was and why the Casa
Lorna Orchestra became so popular
amongst the college crowd.
3. Thi is Series, by RCA Victor. Thi is the

Big Band, This is Tommy Dorsey, This is
Artie Shaw, This is Benny Goodman.
These are two record albuins re-issued by
RCA Victor. They contain the numbers
which made each band famous . There is
also a record of the personnel of the band at
the time the recording was made with the
date of the recording. This is a good series
and should be in every collector's library.
4. Glenn Miller, A Memorial1944-1 9. RCA
UPM 6019.

This is a two record collection which
contains most of the songs for which Glenn
Miller became famous. The record flyer
comments are written by Benny Goodman.
They give an interesting insight into Glenn
Miller.
5. The Swing Era. Time-Life Records.
This set consists of 15 volumes. Each
volume consists of 3 records, plus a book.
The records are swing band arrangements
played by a studio band, most of whom
played in the big bands. The director is
Billy May. The sound on these records is
excellent and the arrangements authentic.
The records do lack the particular
personality that a band was able to show.
While the various classical solo's are good,
the soloists are not Duke Ellington, Count
Basie, Bunny Berigan and others. The
books cover a wide range of subjects. They
also provide considerable information on
the original band personnel who played a
particular arrangement. This series is a
"must" for the person seriously interested
in swing music.
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Cutten, Alexander Edward

Victoria Hospital
London, Ontario
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Queen's University and Affiliated Hospitals
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Family Medicine

DeRubeis, Andrea Rito

University of Western Ontario
Integrated Program
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Family Medicine
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University of Western Ontario
Integrated Program
London, Ontario
St. Joseph's Hospital
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Family Medicine

Dickie, Paul Meredith
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Victoria Hospital
London, Ontario

Downing, Eric James

Dalhousie University Integrated Program
Halifax, N.S.
University of Western Ontario
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London, Ontario

Elliott, James Arthur
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University of Alberta Hospital
Edmonton, Alberta

Essak, Zalar Malik

University of Western Ontario
Integrated Program
London, Ontario
Royal Columbian Hospital
New Westminster, B.C.

Ferguson, Janis Anne
Galpin, Robert Donald

Toronto East General and Orthopaedic
Hospital
Toronto, Ontario

Gillis, Gregory Frederick

University of Western Ontario
Integrated Program
London, Ontario

Hallman, Janice Elizabeth

Toronto East General and Orthopaedic
Hospital
Toronto, Ontario
St. Michael's Hospital
Toronto, Ontario
Royal Columbian Hospital
New Westminster, B.C.

Halls, MichaelJohn
Hirzer, Robert
Horn, Marilyn Joan
log, Gary Fay
Jesin, Aaron
Jolly, Donald Thomas

Toronto General Hospital
Toronto, Ontario
Victoria Hospital
London, Ontario
St. Joseph's Hospital
London, Ontario
University of Western Ontario
Integrated Program
London, Ontario

Family Medicine

Family Medicine

Family Medicine

Straight Surgery

Family Medicine

Jones, Victoria Jennifer

St. Michael's Hospital
Toronto, Ontario

Joutsi, Pentti Alfred

Victoria Hospital
London, Ontario

Mixed

King, Mary Elizabeth

St. Michael's Hospital
Toronto, Ontario

Family Medicine

Knight, Royce William

Royal Jubilee Hospital
Victoria, B.C.

Kopec, Bozenna Maria

Women's College Hospital,
Toronto, Ontario
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Family Medicine
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North York General Hospital
Willowdale, Ontario
University of Western Ontario
Integrated Program
London, Ontario
St. Joseph's Hospital
Toronto, Ontario

Family Medicine

McMaster University
Integrated Program
Hamilton, Ontario
St. Joseph's Hospital
London, Ontario
St. Joseph's Hospital
London, Ontario
University of Western Ontario
Integrated Program
London, Ontario
Toronto East General and Orthopaedic
Hospital
Toronto, Ontario
St. Joseph's Hospital
London, Ontario
University of Western Ontario
Integrated Program
London, Ontario

Straight Psychiatry

University of Western Ontario
Integrated Program
London, Ontario
Memorial University
Integrated Program
St. John's Nfld.
University of Western Ontario
Integrated Program
London, Ontario
North York General Hospital
Willowdale, Ontario
McMaster University
Integrated Program
Hamilton, Ontario
Victoria Hospital
London, Ontario
McMaster University
Integrated Program
Hamilton, Ontario

Straight Medicine

Toronto General Hospital
Toronto, Ontario
St. Michael's Hospital
Toronto, Ontario
Toronto General Hospital
Toronto, Ontario
Ottawa Civic Hospital
Ottawa, Ontario
St. Joseph's Hospital
Toronto, Ontario
Universfty Hospital
London, Ontario
Royal Columbian Hospital
New Westminster, B.C.
Victoria Hospital
London, Ontario

Straight Surgery

Straight Medicine

Straight Medicine

Straight Paediatrics

Family Medicine

Mixed

Family Medicine

Mixed
Rotating and Mixed
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Rourke, Leslie Lee Bertram

University of Western Ontario
Integrated Program
London, Ontario

Rouse, Steven Bryan

St. Joseph's Hospital
London, Ontario

Shortt, Samuel Edward Dole

Ottawa Civic Hospital
Ottawa, Ontario

Family Medicine

Sibley, John Thomas

Ottawa Civic Hospital
Ottawa, Ontario
Ottawa Civic Hospital
Ottawa, Ontario

Rotating and Mixed

Sivers, David Robert

Family Medicine

Rotating and Mixed

Sorensen, Ronald Bjorndabl

Victoria Hospital
LOndon, Ontario

Spano, Giuseppe (Joseph) Julius

University of Western Ontario
Integrated Program
London, Ontario

Steele, James Philip

North York General Hospital
Willowdale, Ontario

Stempien, Matthew Walter

McMaster University
Integrated Program
Hamilton, Ontario

Family Medicine

Stewart, Paula Jane Chapman

Ottawa Civic Hospital
Ottawa, Ontario

Family Medicine

Sussman, GordonlJoyd

Toronto Western Hospital
Toronto, Ontario

Taylor, Donna Kay

Pasqua Hospital
Regina, Saskatchewan

Ure, Robert David

North York General Hospital
Willowdale, Ontario
St. Joseph's Hospital
Toronto, Ontario

Weathers ton, Evelyn Jannetta

Family Medicine

Webster, David Lloyd

UniversityofWestern Ontario
Integrated Program
London, Ontario

Straight Medicine

White, Denise Margaret Wren

Ottawa Civic Hospital
Ottawa, Ontario
Vancouver General Hospital
Vancouver, B.C.
Foothills Hospital
Calgary, Alberta

Rotating and Mixed

Whitley, Carol Lee
Williamson, Peter Charles
Winkler, Volker<krt

Ottawa Civic Hospital
Ottawa, Ontario

Wong, Frank Gee

St. Michael's Hospital
Toronto, Ontario

Wright, Paul Harvey

Royal Columbian Hospital
New Westminster, B.C.
St. Joseph's Hospital
London, Ontario

Wynveen. William Brian

Straight Medicine
Straight Psychiatry
Rotating and Mixed

Upcoming Events
There are several upcoming events of which you may wish to take note.
1) Meds Picnic, Saturday, September 17th at the CircleR Ranch.
2) Meds Weekend - September 29, 30 and October 1st with Ottawa as the host school.
3) Tachycardia - November 6, 7, 8, 9, with the dress rehearsal Sunday, November 5th. Next year we are hoping to run the production for oru
additional performance <November 9th).
4) Meds Formal - Friday, May 12th, 1978 at the Holiday Inn, Commonwealth Room, featuring Brass Line.
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New Roots.

Good old feet.
• ak
Think of all the nice places ~hey ~e t e~ yo~ .
Isn't it time you did somethmg ruce for em .
Like a pair of Roots?
bl
d
®
bably the most comforta e an
Roots are pro
.
feet will ever
luxurious pair of anythmg your

~e=~~c~
sculptured so iht cr~clleJ r~!es~le"f~
orts the arch . The 1ow ee an
.

;~!pwalk comfortably. And Roots are made m

~:a~~~h

a brand new sole that makes the comfort
of Roots one of the nicest feelings on two feet.
You do nice things for the rest of your
?
body all the time.
Isn't it time to consider your feet.
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